Action'J! which does not appear to be popular with the Prime Minister but was, nonetheless, a brave attempt I 2 to look at an issue that simply would not go away. The current White Paper-" ignores the issue. All this points to existing confusion in political circles on the future of community care. Media reports'! have justifiably highlighted the lack of adequate discharge plans for some patients, making them vulnerable to the exploitation of unscrupulous landlords or to haunt amusement arcades of seaside resorts for day care or even worse, to sleep rough, when the support and help from their previous carers was withdrawn.
Lack of generally agreed terminology has further compounded this issue. To us, the 'closure of the Victorian Asylum' should mean nothing but that, even though resource implications such as the sale of valuable real estate, funding alternative community based services whilst continuing to run a closing asylum etc., often complicate closure plans. 'Community care' on the other hand is a separate issue. To assume that the community is a homogenous unit or even therapeutic in some way, that it is more than a geographic entity, or that it is necessarily capable of showing concern, skills or tolerance seems, to us, to be a naive and potentially dangerous concept-s. This persuades us to believe that community care is better defined as care in the community rather than care by the community. Our own professional staff have been dispersed into the community to work closely with patients, relatives, other statutory agencies (eg Local Authority, Social Services etc), and the voluntary sector (MIND, Citizen's Advocacy etc) in an attempt to provide the service to the individual at home rather than having to resort to admission or medication as the first option. This enables the family to be involved in the treatment plan in a way that is not usually possible in hospital. It is also least disruptive of life. This is what care in the community should be about.
Further terms needing clarification are 'Resettlement' and 'Relocation'. Resettlement is the process in which the long term mentally ill, through rehabilitation, have been enabled to move to independent accommodation in the community, to lead as normal a life as possible with support. Those patients doing best with this approach are also called 'The new long stay' or 'revolving door' patients. Sheets et al. 16 divide them into three groups: firstly a high functioning group which blends into the general population; secondly a low energy, low demand group which, whilst passive and poorly motivated, at least accepts mental health services; and thirdly a high energy, high demand group, that is very demanding of facilities, has low frustration tolerance, does not adhere to treatment and has frequent acting out behaviour and encounters with the law.
Many definitions exist for the term 'Psychiatric Rehabilitation' but few are inclusive. Affleck'? defines it 'as the process in which the social disablement accompanying or following psychiatric disorders is identified and negated whilst enabling the patient to acquire social skills, self esteem and confidence, all at the same time'. This is obviously a dynamic process requiring active patient participation and cooperation with and within the members of the multidisciplinary team as no single individual can ever hope to possess all rehabilitative skills.
'Relocation', on the other hand, is simply a change of address of severely disabled individuals who cannot survive without the continuation of the existing services of the mental hospital, such as 24 hour nursing care. Recent trends indicate that a domestic type of environment with familiar staff in ordinary houses in ordinary streets can fulfil this role in a less institutionalized way. The group of individuals who can benefit from relocation used to be called the 'old long stay' or the 'chronic' patients who previously inhabited the back wards of most mental hospitals.
Chronicity has been defined by Peele and Palmer i 8 as having six operational criteria:
(i) patients deficit in functioning and/or responsiveness to treatment, (ii) presence of dependent lifestyle, (iii) psychiatric diagnosis, (iv) amount of time spent in a psychiatric hospital, (v) legal eligibility for financial entitlements, (vi) indefinite need of support from the services.
Managers and politicians will only take clinicians seriously when we ourselves have agreed common meanings for these frequently used terms. Only then will they understand the reason for our campaigns and our lobbying for better facilities and more resources for this neglected group of patients. They will no longer be able to take refuge in even more White Papers destined to the same fate as the previous ones on this theme.
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London HM (61)25 2 Chacko RC. The chronic mental patient in a community context. Washington DC:American Psychiatric Press,1985 Italian psychiatric care: an update Following the new mental health legislation, Italian psychiatric hospitals ceased to take new patients after 1980. Long-stay patients were allowed to remain, but are gradually being reintegrated into the community. Meanwhile psychiatric consultants are allowed to have 15 beds per 200000 population within general hospitals to cater for acute emergencies.
When the reform became law, the 19 Italian regions were left to deal with the planning and setting up of their own community services. Each region has a different political and economic structure which can at least partly explain the regional variations in the psychiatric services found in various studies'. These differences have also been made greater by 'the centres of excellence' which have always set standards of care in any health service. In this respect it is worth noting that the major thrust of community psychiatry, fostered by so-called 'Democratic Psychiatry' took place in certain parts of Italy (ie Gorizia, Trieste, Arezzo, Perugia and Ferrara) well before the 1978 Law. In these areas the political involvement of the local administrators, mental health workers, and population at large prepared the ground for radical reform and a more rapid development of community services. Moreover that which at the beginning was a movement of ideas amongst a few became rapidly a well informed movement of opinion and political actions.
In Italy the provision of psychiatric services is a political issue and so it is not surprising that both fervent supporters and detractors have studied and written about the system.
A recently published books and several articlesv" have praised the courage of the reform. However, other authors 9 • 12 have pointed out shortcomings, criticized the scanty epidemiological evidence, and questioned whether similar reform would be applicable in other countries. But research findings are only one factor among many which determine shifts in psychiatric care 13 • While mental illness is a problem in all countries, its manifestation and modes of treatment vary widely according to the culture of the individual country. The Italian reform should be viewed more as a major turning point in the national philosophy of social and health care, rather than concerning only mental health care. We are dealing more with a cultural reform than just a new organization of services'".
Italy is a country of contradictions and variety, thus it would not be difficult to imagine that such a radical reform would not be acceptable to all the Italians, let alone to foreigners.
How can we then try to put into perspective the 10-year-old reform, which, in spite of several misgivings, is now beginning to show some results?
A realistic picture of recent Italian psychiatry has been given l 5 , which still found both old and new patterns of care in different parts of the country. The data, collected from the National Statistical Institute, shows a number of interesting points: there was a steady decline between 1970 and 1985 of inpatients in public hospitals from 0.17% per total population to 0.05% and in private hospitals from 0.04% to 0.025%; the private beds are unevenly distributed throughout the country with a tendency to find a greater concentration in those areas where there have been less enthusiastic provision of community care; in 1984 the total number of hospital patients was 50000, of which 80% were voluntary admissions, throughout the country with an average length of stay of 12.8 days. There are few elderly mentally infirm included in these statistics as they tend to be cared for outside the psychiatric domain. This makes it difficult to compare these figures with those from 0141-0768/891 080452-021$02.00/0 © 1989 The Royal Society of Medicine
